Despite the efforts to manage South Africa's language and culture diversity, in practice, the linguistic landscape has become increasingly English. This is problematic in contexts such as rural areas where people are not able to communicate in English, and communication on even a fairly proficient level is not a given. Medical contexts, in particular, may create critical situations of practical (life or death) importance, as healthcare professionals are not necessarily trained or equipped to communicate in an efficient and culturally sensitive manner. Moreover, healthcare communication challenges are manifold because of the diverse views on the nature of a medical encounter. This article reports on the first empirical steps taken to bridge the communication gap between patient and medical practitioner (specifically pharmacists). These steps include identifying an appropriate theoretical framework, developing and conducting a needs analysis (among 255 pharmacists who are experts-by-experience), and designing a syllabus and course materials. The findings show that most respondents experience communication in a foreign language to be significantly more problematic than communication in general. Additionally, the qualitative data suggest that support is needed especially for African languages. Language learning materials should cover a wide range of professional topics supplemented with a communication module focusing primarily on history taking and Van de Poel, Van Dyk, Gasiorek 
The purpose of this article is to report on the initial steps taken in the course design and materials development process which comprised the identification of an appropriate theoretical framework as well as an in-depth needs analysis. The report will also signify how the course design was informed by theory and needs.
Theoretical framework
The domain of English for Specific Purposes (ESP) was deemed to be an appropriate conceptual point of departure. The reason for this is that ESP, by definition, typically attempts to meet the identifiable needs of learners, makes use of the underlying practices of the disciplines it serves, and concentrates on language suitable to the specific environment in terms of lexis, grammar, style, genre and discourse (Dudley-Evans 2001) . In what is to follow, a more systematic and detailed explication of ESP will be presented.
English language learning and training for specific purposes
ESP is divided into two major subdomains (Carkin 2005) . First, English for Academic Purposes (EAP) concerns itself with English used in academic contexts and more specifically with the genres involved. It focuses on "learning academic language through academic tasks, texts, and content" and it encompasses "needs analyses, evaluation, academic skills, disciplinary content, and tasks in support of student learning in tertiary educational contexts" (Carkin 2005: 85) . English for Occupational Purposes (EOP) is the second subdomain of ESP and includes "English language used by both professionals (for instance, in medicine, business, law) and by non-professional workers (in vocational 2 contexts)" (Carkin 2005: 85) .
Another important notion closely associated with ESP is 'intercultural communication'. ESP teachers and learners are not only involved with teaching or learning language, but also with the development of intercultural competence and acculturation. The success of an ESP course does not only depend on the learner's proficiency in the target language, but also on their ability to integrate successfully in a new work environment or study culture (see Fatihi 2003 , Warrington 2005 . Thus, the ESP-learner may benefit substantially from an emphasis on intercultural knowledge and skills (Berbyuk-Lindström 2008) . However, as acculturation is a highly sensitive and individual process, incorporating intercultural content which will serve all learners in one class complicates the design of an ESP course.
Language for specific purposes
Since many professionals nowadays move between cultures, these professionals often need more than English as a lingua franca or as a language for wider communication. In other words, they need to acquire (some of) the specific language of the community in which they are working. The language to be learned, therefore, is not only a language for specific purposes; it is also a language for intercultural communication. In these instances, the term "ESP" is broadened to Language for Specific Purposes (LSP; Gatehouse 2001) which may take the form of an additional language and remain restricted to particular domains or functions.
LSP teaching (being contact teaching, autonomous learning or blended learning) aims to fulfil the communicative needs of speakers when facing a particular academic or professional context. The courses aim "to help the learners become better equipped linguistically to cope with the communicative demands they face in their work or study situation" (Basturkmen and Elder 2006: 672) . The importance of the learners' needs is one of the defining characteristics of LSP, as materials and courses are based on the results of a needs analysis (Brown 1995 , Dudley-Evans 2001 . Moreover, as LSP teaching and syllabus design often arise from pressing situations, they are "driven largely by practical rather than theoretical concerns" (Basturkmen and Elder 2006: 673) .
There are a number of key issues in the development of an LSP course (Gatehouse 2001) . Several abilities are required for successful communication in occupational settings. As a result, LSP programmes usually outline the needs of learners so as to provide them with the jargon of their context as well as to offer more general language content. However, the balance between general and specific proficiency has to be determined. It should be noted that there can be overlap in how these two considerations are addressed; also, the needs of individual language learners can differ. In addition to language or jargon use specific to their occupation, LSP-learners often require a set of more general skills which feed communicative competence, such as how to write a report or how to chair a meeting. These skills often help or allow language-discordant professionals -often people who lack proficiency in the language(s) of their professional environment -to integrate into the workforce, to establish social relationships, and to be more open to lifelong learning. Material developers need to incorporate these features in accordance with the ultimate goal of designing a language and communication course that will contribute to efficiency in a multilingual work environment. Thus, a needs analysis and careful examination of the occupational context needs to precede materials design.
Towards designing a syllabus for specific needs
Professional learners are often identified as a heterogeneous group. Being who they are, they will have to be presented with diversified, broad, easily accessible, adequate and appropriate content which reflects their professional context as closely as possible (Ali and Salih 2013) . This brings about a number of challenges which have to be taken into account when designing a LSP programme, namely the inclusion of low-level proficiency learners, the integration of several skills in the course materials, the creation of a platform where a balance between content knowledge and general language knowledge is achieved, as well as assurance that the relevant voices are heard and their needs addressed (Basturkmen and Elder 2006: 677) .
Towards materials development for healthcare professionals
Since LSP learning often takes place when the learner is already engaged in the professional context, the learner may not optimally benefit from conventional contact teaching. Professionals in mobile contexts -i.e. professionals who are not bound to one working environment or region -have relatively little time for contact teaching and, as a result, materials are often made available for autonomous learning. However, irrespective of whether the materials are printed or available electronically (i.e. accessible online or via mobile phone), learners often do not know how to deal with these materials independently and thus require support ( Van de Poel and Fourie 2013) . To this end, blended learning (Bonk and Graham 2006) can be a solution, where online autonomous learning can be supported by contact sessions with a teacher, expert, monitor, tutor or peer.
Research design
As indicated earlier, the present study was carried out as a first step to inform the language and communication materials design process for pharmacists in South Africa. Thus, within the theoretical framework of the study, the actual needs of practicing pharmacists had to be identified. In the empirical part of the study, a needs analysis investigated the different roles pharmacists have in their professional contexts, the communicative challenges they face, and their perceived language-learning needs. These data were then mapped onto the curricular needs formulated by the Faculty of Health Sciences at NWU, and transformed into a syllabus as a foundation for online/mobile materials development. The next section will briefly introduce the concept of 'needs analysis'. The following section will then present and discuss the empirical investigation. Berwick (1989: 56) Richards (2001) . A needs analysis is a powerful tool that clarifies, verifies and validates the true needs of students/learners and not only the perceived needs as determined by, e.g. language practitioners. Indeed, it has the power to shape syllabi and learning materials (course design), and it warrants the needs, gaps and wants or interests of students/learners (Lepetit and Cichocki 2002; Long 2005 ).
Needs analysis
According to Hutchinson and Waters (1987: 55) (1987) , the learning needs should also be reflected by the learning route (materials), and not only the target needs as is often the case. For the purposes of this study, both the target and learning needs inventories were informed by Gasiorek and Van de Poel (2012) and Van de Poel, Vanagt, Schrimpf and Gasiorek (2013) , relying on Basturkmen and Elder (2006) , DudleyEvans (2001) , Flowerdew (2013) and Gatehouse (2001) , among others, and taking into account the insights presented in the work by Beardsley, Kimberlin and Tindall (2012) and McDonough and Bennett (2006) . In what follows, we will describe the in-depth needs analysis conducted for this study. In the final section, the course design, informed by theory and needs, will be outlined. The questionnaire was piloted for validation purposes among staff at the School of Pharmacy at NWU in September 2013. In October 2013, an online invitation in five languages (English, Afrikaans, Setswana, isiXhosa, Sesotho) and a link to the (English) survey was sent to 10,602 email accounts kept at the official NWU registry as well as 40 NWU staff members at the School of Pharmacy, and 64 Master's and PhD students enrolled in this particular school. After two months, the total number of complete responses (i.e. responses to all questions) was 255, representing a response rate of only 2% 4 . The low response rate may be due to the extent of applicability of the survey to the addressees' working environments, lack of interest, lack of time, passive e-mail accounts, the rather academic tone of the invitation and the questionnaire, the fact that the survey was only available in English, amongst other things. Despite the length of the survey, the respondents appeared to have given detailed responses and even sent the researchers grateful, positive feedback upon completion of the survey. Although the response rate shows a low percentage, it is nevertheless a fair-sized sample. All respondents gave informed consent for the data to be used.
Participants
As noted above, 255 pharmacists voluntarily completed the online questionnaire as far as it was applicable to their professional situation. The gender distribution (69.6% females, 30.4% males) is generally representative of the pharmaceutical professional population in South Africa (South African Government 2013). Of the respondents, 40.8% were over 50 years old, 26.6% were between 30 and 40 years of age, and roughly 20% were between 40 and 50 years of age. The remainder of the participants were younger than 30 (25-30: 9.2%; 20-25: 1.0%).
In terms of professional background, the participants had on average 20.29 years of experience in pharmacy (SD = 12.23). Most respondents were practitioners and thus worked in a pharmacy (76.5%), followed by 15.8% who selected "other" (e.g. active in research, the pharmaceutical industry, and/or in pharmaceutical consultancy). Finally, some academic staff (6.6%) and two students (1%) also participated. Approximately one third (30.6%) of participants reported that they were currently employed in retail pharmacies. The remaining participants reported being employed in "other" situations (e.g. regulation, administration, consultancy (21.9%); industrial pharmacy (11.7%); private hospital (11.7%); government sector (11.2%); research and education (6.1%); and education and sales (0.5%)).
With regard to language use 5 , almost half of the participants use Afrikaans as their first language (46.43%), while English is the first language of 39.8% of the participants. The other languages are distributed in the following way: Sesotho (2.55%), isiXhosa (1.02%) or isiZulu, Shona, Tshivenda, Xitsonga, Dutch, or German (all 0.51%). Most respondents (89.8%) claimed to speak as a second language: English (58.52%), Afrikaans (36.93%), isiXhosa (1.70%), or Gujarati, Italian, Sesotho, isiZulu (all 0.57%). A considerable number (26.02%) speak a third language, and some a fourth language (12%).
Two-thirds of the respondents (67.86%) use English as their primary professional language, followed by Afrikaans (21.94%) or both (0.51%). For four respondents (2.04%), another language was dominant in professional contexts (Sesotho sa Leboa, Xitsonga, isiZulu). Participants reported speaking these dominant languages for 38 hours per week on average. Just under three-quarters (72.45%) reported using a second professional language: Afrikaans (53.52% of 142 respondents, same sample for the percentages to follow here), English (31.69%), Zulu (5.63%), isiXhosa (1.41%), or isiNdebele, Sesotho, Sesotho sa Leboa, Setswana, Dutch, Italian, Mandarin, Portuguese, or Russian (all 0.7%). These second professional languages are spoken for 13 hours per week on average. A minority reported the use of a third professional language (16.8%) and a fourth language (4.6%), averaging 9 and 4 hours of use per week, respectively. Together, the respondents speak 10 of the 11 official languages: Afrikaans, English, isiZulu, isiXhosa, Setswana, Sesotho, Sesotho sa Leboa, Tshivenda, isiNdebele, and Xitsonga (thus all but siSwati). It should be noted, however, that most comments on these demographic questions indicated that knowledge of African languages is quite basic or non-existent: "ZULU IS VERY POOR", "I battle with Zulu [as second professional language]", "Swahili, just to help myself", "Wish I had learnt some Africann language", "Not very fluent in Zulu", "basic xhosa", "some knowledge of Xhosa, but very rusty", "Spoke Xhosa as a child, since lost it". 
Results and discussion

Communication
The communication component of the needs inventory required respondents to indicate the following on a 5-point Likert scale (ranging from 1 = "very problematic" to 5 = "not problematic at all"):
To what extent they found "communication in general" problematic with patients/clients, colleagues, doctors and other professional contacts, and to specify or give an example (open-ended); (ii) To what extent they found communication with the same people problematic "in a language other than [their] first language", to fill in which language they had in mind, and to give an "example of problematic communication in a language other than [their] first language"; (iii) To what extent they found several elements important whilst communicating with patients/clients (see Table 2 for a complete list); (iv) To state whether they would consider the following as "barriers for conducting effective communication" in their profession: lack of interest, low priority, lack of skills, lack of knowledge, lack of resources, other (and if they selected the latter, to specify why).
Communication in general is considered unproblematic
In general, respondents (n = 154 for these items) did not find communication in this context problematic 7 with any group. As can be seen in Table 1 , all means are well above the midpoint of the scale (where 1 = "very problematic" and 5 = "not problematic at all"). Open-ended responses indicated that problems arise from the lack of fluency in second and/or third languages ("especially with Xhosa-speaking patients", remarked one participant, although another indicated that there is "in general no problem if someone speaks Afrikaans or English"), scientific terminology, and different cultural and historical backgrounds (see Appendix A 8 .1-3). Some respondents commented that when problems occur with patients, it is because: (i) "they [i.e. the patients] are usually uninformed or confused about conditions, medications, criteria for medication"; (ii) they do not speak/understand English or Afrikaans in rural areas; (iii) they attach different meanings to language possibly due to different health beliefs from their respective cultures (see Appendix A.4); or (iv) they are simply "difficult people" who do not "accept" the responses they get from the pharmacist (see Appendix A.5). Problems with doctors and specialists are ascribed to the limitation of their verbal skills to "areas within which they do not feel threatened" and hierarchy being a barrier to collaboration or the equal exchange of ideas: "communication with doctors is improving, but sometimes still hampered by personal pride vs. patient interest, e.g. confirming/questioning an antibiotic dose for a child and although having reason for concern, will be told to respect the doctor and not bother him/her with useless queries." Notably, respondents also indicated that communication in a language different from their first language was not problematic. As with communication in general, means were all above the scale midpoint. However, four paired-samples t-tests comparing participants' evaluations of communication in a language that is not their first language and their evaluations of communication in general with the four target groups (patients, colleagues, doctors, and other professionals), showed that foreign language communication was experienced by all target groups as significantly more problematic than communication in general (p< .001; see Table  1 ). An independent-samples t-test comparing retail pharmacists to everyone else, for both communicative situations for each target group (total of 8 tests), did not indicate a significant effect of current employment on communication problems.
Open-ended responses indicated that problems do arise from the practitioner's limited active vocabulary knowledge (Appendix A.2), pronunciation (producing and understanding -see Appendix A.6), difficulties with grammar in the foreign language (Appendix A.7), the absence of labels for certain conditions in the patient's mother tongue, the patient's illiteracy (Appendix A.8), and the language used being different from the interactant's mother tongue (Appendix A.1). Language-discordant situations are reported (by some) to be especially problematic in discussions about "sensitive areas" (for example, "when one has to explain inserting a vaginal preparation or a suppository"), where it is "difficult to be professional and diplomatic". In line with the biographical finding that most practitioners seem to be fluent in English and/or Afrikaans but not in African languages 9 , problems seem to occur when patients do not speak or understand English or Afrikaans (see Appendix A.9).
Elements of importance while communicating with patients/clients
Collectively, respondents indicated that "good listening skills" was the most important element while communicating with patients or clients (see Table 2 ). Other important elements included: being able to ask questions, knowledge of the patient's language and culture (i.e. knowledge about culturally-sensitive topics), being able to speak clearly, being able to respond reflectively, summarising what has been said, using simple vocabulary, and using simple sentences. The open-ended, qualitative comments suggest that there is a need especially for language and communicative support in history taking (covering people skills and passive vocabulary knowledge) and ensuring the correct use of medication (covering passive and active knowledge of instructions and compliance) -see Appendix A.10-11. For this part of the questionnaire, respondents also voluntarily described how to solve communication problems on the job (see Appendix A.12).
Perceived barriers for conducting effective communication
When asked which of the following aspects were barriers for conducting effective communication in their profession, participants selected lack of knowledge (67.69%), lack of skills (63.85%), lack of resources (41.54%), lack of interest (30.77%), and low priority (26.92%). Open-ended responses pointed to time constraints and lack of respect or engagement. Some examples communicated verbally by the respondents were as follows: "Lack of respect from other medical proffessions for my proffesion"; "Bad salaries of certain staff and not investing in training staff which strains their development. Bad attitude of certain people who does not accept responsibility for their function in the process"; "pharmacists have lost the passion for pharmaceutical care and the provision of information and education". Also, a lack of self-awareness was raised as a barrier, as noted by one respondent: "Lack of realising what contributes to a communication problem, and how our individual styles impact on the patient."
Pedagogical needs
The pedagogical component of the needs inventory required respondents to indicate on a 5-point Likert scale to what extent they would like to learn the listed languages and topics if they "were to take a communication course for pharmaceutical purposes" (with lower scores indicating a greater desire to learn a given language or topic).
Respondents were also asked to indicate what they think the focus of a syllabus for effective oral communication for pharmacists should be. The options provided were: speech functions, cultural functions, social functions, language structures, communication principles and structures, active student participation, or other. Another question asked participants to indicate how a communication course for pharmacists should be taught: face-to-face, with printed course materials, with online materials, with mobile support, or other. For this question, endorsing multiple options was allowed. Finally, participants were asked who should teach these kinds of courses: a pharmacist specialising in communication for pharmacists, a language specialist working in the area of LSP (pharmacy), a pharmacist in collaboration with a language specialist, or someone else. Respondents could also add comments.
Learning, training, teaching
Collectively, respondents preferred to learn isiZulu for pharmaceutical purposes ( Some open responses were quite emotionally-loaded, reflecting potential ongoing frustrations whilst communicating professionally: "useless to learn about patient's emotions and reflection etc. if you can't even penetrate their inaccurate ideas about health and can't communicate with them due to language barriers. I find it totally useless"; "My answers about cultural sensitivities and customs are based on my believe that cultures that oppress women or others (hierarchies) should not be respected-instead they should be the ones getting with the times. We are living in the 21 st century and I find these social norms and behaviours unacceptable and will not contribute to them in way, shape or form."
A syllabus for oral communication focusing on communication principles and structures was considered most important (64.86% from 74 participants, same sample for the percentages to follow here), followed by a syllabus focusing on active student participation (54.05%), speech functions (47.30%), language structures (43.24%), cultural functions (33.78%), and social functions (32.43%). One respondent requested that we "please start with first year students already with workshops". A majority of 64.86% indicated that a communication course for pharmacy students should be taught by a pharmacist in collaboration with a language specialist, followed by 20.27% recommending a language specialist working in the area of LSP (pharmacy), and 14.86% favouring a pharmacist specialising in communication for pharmacists. One respondent suggested adding "[…] a person knowing the culture of the target language group", thereby confirming the need for attention to the culturally-determined aspects of communication.
With regard to teaching methods, the majority (87.84%) believed the course should be taught faceto-face. Having online materials (36.49%) was also considered important, but this could also be alongside printed course materials (21.62%) and with mobile support (21.62%). Time was mentioned as the "biggest constraint", and workshops were suggested "to reinforce behaviour".
From theory to needs analysis to materials design
Summary of the needs analysis
Whereas most respondents seem to manage professional language-discordant encounters, they experience communication in a foreign language to be significantly more problematic than communication in general. Importantly, problems in second, third, fourth, and even fifth languages are reported to be mainly due to infrequent use rather than unwillingness to learn. The qualitative data suggest that support is needed especially in African languages, and less so in English and Afrikaans. However, the quantitative results suggest that the respondents prefer a communication course for pharmaceutical purposes mainly for isiZulu and isiXhosa and, to a (nearly equally) lesser extent, for English, Afrikaans, Setswana and Sesotho.
Learning materials should cover basic vocabulary (as active vocabulary is limited), scientific terminology and simple explanations for patients/clients, sensitive topics (for instance, related to sexual issues, treatments applying to the genital area, etc.), pronunciation tips, grammatical support, and how to ask questions. Problems arising from different cultural and historical backgrounds, strict adherence to professional hierarchies, different intellectual abilities or illiteracy also highlight the importance of a more general communication module. This component should encourage creativity whilst communicating (for instance, using gestures to support language), active listening, checking of one's communication partner's and one's own understanding of the exchanged messages (by, e.g. summarising), a focus on patient-centred healthcare, awareness of the impact of one's own communication skills and style on others, and, ideally, an introduction to alternative medicine and cultural customs. Two main areas in practitioner-patient interaction to which these materials should apply are history taking (covering people skills and vocabulary) and ensuring the correct use of medication (covering passive and active knowledge of instructions and compliance).
The majority of participants indicated that they prefer a communication course for pharmacy students to be taught face-to-face by a pharmacist in collaboration with a language specialist. Alongside printed course materials, online materials and mobile support are also valued. Most importantly, learning materials should be to-the-point and easy to apply, as most practitioners have limited time to study and to interact with patients/clients, colleagues and other professional contacts.
Formulating goals and objectives
The needs analysis indicates that it is important for practitioners to use language effectively in a professional context and, in particular, to: (i) develop general communication skills; (ii) learn about their clients' cultures, especially when related to (the use of) medicine; and (iii) learn medical terminology alongside other profession-specific vocabulary in different languages. Based on the participants' perceived needs, the goals and objectives outlined in the following sections were established to help students to communicate successfully with both clients and other healthcare professionals in English, Afrikaans, isiZulu, isiXhosa and Setswana.
Overall learning goals
Pharmacists should be able to communicate with their clients and colleagues in a professional and socially appropriate way at a proficiency level where they can: (i) understand the main ideas of complex text on both concrete and abstract topics, including technical discussions in their field of specialisation; (ii) interact with a degree of fluency and spontaneity that makes regular interaction with native speakers quite possible without strain for either party; and (iii) produce clear, detailed text on a wide range of subjects and explain a viewpoint on a topical issue, giving the advantages and disadvantages of various options in each case.
Upon completion of a language and communication programme designed for pharmacy students, learners should:
Have developed general social communication skills (including assessing the other person's specific communicative needs and preferences, recognising their emotions and responding accordingly, producing simple and clear utterances, etc.) in order to improve their conversations with clients and other healthcare professionals they are likely to encounter as a practitioner; (ii) Be aware of the existence of cultural differences regarding medical practice and medicinal consumption among their clients, and take these differences into account while communicating with clients and providing healthcare; and (iii) Be able to understand, "translate" and explain medical terminology and key professionspecific phrases in English and Afrikaans, and effectively use the Communication for Professionals communication tools in isiZulu, isiXhosa and Setswana.
Specific outcomes
While learning or training with and using the proposed language and communication programme in the clinical setting, students should meet a number of specific outcomes in English, Afrikaans, isiZulu, isiXhosa, and Setswana with an accuracy of at least 80% in the test phase. They should be able to:
(i) Identify different sorts of communication barriers (linguistic, medical, social, emotional, religious, political, etc.) in day-to-day healthcare scenarios; (ii) Overcome communication barriers by constructing a conversation which minimises potential discrepancies between their own intellectual, social and moral features and those of their clients by, for instance, adjusting their language use to the client's needs by correctly asking for information and/or through active listening;
(iii) Identify the cultural and language backgrounds of their clients while providing healthcare in order to cater for every client's healthcare needs, beliefs, and preferences; and (iv) Use basic communication and interactive strategies so they can greet their clients, ask about their personal situation (concerning their visit), and say goodbye to them.
Moreover, for Afrikaans and English, learners should be able to:
(i) Ask clients simple and clear questions about their medical history by making use of the consultation timeline; (ii) "Translate", describe, and explain medical terminology that is frequently used in the pharmacy (for instance, related to the (consumption of the) medicine that is being sold); (iii) Prescribe a pharmaceutical product without language mistakes; (iv) Give clear instructions on how to use the pharmaceutical product (medical terminology together with reference to everyday life and potential dangers); (v) Give a 50-word oral response to a hypothetical question asked by a client, with the former deemed as satisfactory by at least 80% of an exam jury made up of experienced professionals; and (vi) Report with 80% accuracy the medical history and healthcare needs of a client to a colleague.
Since isiZulu, isiXhosa and Setswana can be identified or labelled as "less widely taught", the approach to learning how to function professionally in any of these languages should be more pragmatic both content-wise (focusing on a limited selection of highly significant and frequent language functions) as well as pedagogically, where strategic and "just-in-time" learning may be most effective. To this end, during contact sessions, learners will be introduced to the online/mobile materials and how to use them in a language-discordant clinical setting. By adopting a blended approach, the programme not only advocates online/mobile and lifelong learning, it also supports the development of an autonomous attitude which learners will need in order to become the competent professionals they strive to be.
In terms of the specific outcomes for the African languages, the learners should be able to:
(i) Identify socially and culturally appropriate phrases in the initial and final phases of the encounter; (ii) Adequately use the verbal and non-verbal interaction patterns required in these phases; (iii) Be familiar with the bilingual consultation timeline for history taking and medicinal consumption as presented in the Communication for Professionals online materials; (iv) Effectively make use of this consultation timeline in the clinical setting by, specifically, identifying the phase of the encounter, isolating the question(s) to be asked, gauging the best language in which to ask it, asking the question, and ensuring appropriate feedback and successful communication.
Outlining the programme
Even though the different languages addressed in this programme serve different functions and will have to be learned in different degrees, the look and feel as well as the outline of the programme remain the same for all languages, even though the syllabus is most comprehensive for English and Afrikaans and covers 10 topics. The learning line is gradual, from easy to more complex, but also caters for repetition of more challenging language content. Figure 1 is a screenshot taken from the Communication for Professionals -Pharmacists online materials for English, which were informed by the theoretical insights as explained above, as well as by the needs, wants and wishes of practicing pharmacists. 
Preview of a scenario
Each topic is developed around short scenarios. A scenario represents the communicative functions performed by a pharmacist in clinical practice. For example, the second topic "Identifying patient's needs" contains five scenarios which are elaborated on in training at the levels of sound, meaning, language form (grammar), and communication. Figure 2 is a screenshot taken from the Communication for Professionals -Pharmacists online materials, providing an illustration of a scenario in the second topic. The first scenario in the second topic deals with getting a prescription filled.
Figure 2. Screenshot of a scenario from Communication for Professionals -Pharmacists
Training materials
Learners can practise the different components of the target language as well as the communicative functions that are required in a clinical setting. Communication for Professionals -Pharmacists provides practice for sounds, word meaning, language structure as well as communication skills. Figure 3 is a screenshot taken from the online materials, providing an illustration of one of the communication exercises. Learners have to complete utterances and listen for hints and tips. After completing an exercise, they can check their answers, and a mark and feedback for remedial training is then provided. The feedback will point learners to either the scenarios, the wordmaps (new words presented in semantic fields or word families) or support materials in the Library. 
Additional materials: The Library
In order to support learning and realise the required communicative outcome, additional materials are provided in the Library. Since pharmacists generally have an analytical learning style, background information to language components can stimulate the learning process. To this end, the Library contains the following tools: a pronunciation manual with videos showing air stream mechanisms, articulation and medical terms exemplifying the sounds; a wordlist with audio examples and translations to access the scenarios easily; a user-friendly and contextualised grammar overview as a support to access the topics; and communication strategies and tips which should facilitate effective interaction in the foreign language and culture ( Figure 4) . 
Conclusion
The guiding question for this article was: How can programme and materials design be informed by theory, and by drawing on pharmacists as experts-by-experience in intercultural professional communication? Through this study, we reported on how we managed the development process of a communication programme to be implemented at a South African university while drawing on the voices of stakeholders (i.e. teachers, students, alumni, professionals) engaged in pharmaceutical communication. In doing so, we identified in the first phase of the project a workable theoretical framework, i.e. Language for Specific Purposes. We then developed and conducted a needs analysis in the second phase of the project, the results of which were translated into a framework for syllabus and programme design. The ultimate goal of this process was to develop course materials to enhance (pre-)professionals' efficient functioning in a multilingual work environment where appropriate communication is of critical importance. We set out to investigate whether professionals could be relied upon to inform intercultural professional communication course content, and have never before arrived at such a rich database from which to work. This multilayered process may have the power to inform guidelines about responsible and effective functioning in a multilingual work environment where clear and transparent communication, more often than not, is a matter of life or death.
When performing a needs analysis, a vital component is an evaluation of the process of implementation. Since we have just concluded the conceptual phase of the analysis, our next step is to plan a usability study of the implementation of the course materials in which we will determine how learners evaluate the programme as a whole (both in contact teaching and online) and what the possible impact of this programme is on healthcare communication. A further research project following from this study will be the translatability and adaptability of the programme (materials and approach) into the African languages. Ultimately, we are interested in investigating equivalence among different programmes under the Communication for Professionals -Pharmacists umbrella.
Appendix A: Qualitative data on communication (The data have been reproduced here with their original spelling.)
(1) Problems due to lack of fluency in 2 nd /3 rd /… languages, but rarely in English or Afrikaans "Cannot ask questions to ascertain symptoms or give instructions to people who cannot understand English or Afrikaans" "I do not understand any African languages as sometimes needed in private sector (when the patient only understand African languages especially in rural areas). Fortunately it is easy to get someone who can interpret the patients concerns so that the patient can be helped accordingly."
"Although in my current job I do not use other South African languages, I worked in retail pharmacy for 5 years and there were some instances were knowledge of an African Language would have been beneficial. Some people are able to better explain problems in their own language, people coming to suburban pharmacies from squatter camps may not speak English" "English is easier to communicate in -in the manufacturing environment all process and equipment are trained in English" "I am fully conversant in both English and Afrikaans. These two languages are the dominant languages in business" "I work in a rural setting and English is not spoken or understood by most patients" (2) Problems with specific terminology in 2 nd /3 rd /… language "I can instruct Patient and Klients in layman terms exceptionally well I have forgiotten the scientific terms that I studied because I do not converse in those terms anymore.."
"Medical terms are difficult to translate" "Communication with professionals could be a slight problem if there were technical subjects to be discussed -I would battle with eg medical terms due to lack of use in my present employment!" "I have spoken so little Afrikaans since Community service, that it is difficult to come up with the right vocabulary, specifically when speaking with doctors and colleagues where requirements are more technical" "I rarely deal with the public and almost everyone else speaks English. On the odd occasion, someone prefers to speak Afrikaans which I understand easily, but do not speak fluently. The scientific nature of the work makes it even harder to find the words to express myself. However, I make it clear that if the other person understands English, that we each speak our own language, and that works." (3) Problems due to different cultural/historical backgrounds Comment on general communication problems:
"Patient has different cultural values and norms, making it hard for me to medicate"
Comments on language-discordant communication problems:
"explaining allergies, side effects and drug interactions with traditional medicines" "I advise on legal/ethical/professional matters. With the vast differences in cultural and language backgrouds amongst many, it is not always possible to communicate the finer nuances of professional legal/ethical problems." (4) Problems due to different semiotics "Most patients who speak an african native language like tswana and sotho etc are very problematic to communicate with, not because they can't speak english, but because english that they use mean something different to them than we understand. Also, these people's cultural health beliefs are a great obstacle. They believe if you're tired, you must have "gal". "Gal" can mean constipation, or it can just mean that (even if you have regular bowel movements) your bowels must be "cleaned". They therefore come to you "Be sincere and kind" "Interact with respect" "Listening is very important as are enabling questions. ie questions aimed at evoking answers which will help you to understand the patient/query better." "Being aware of the cultural and ethnicity of the symptoms under discussion as well as having an understanding of the persons financial standing, hence affordability will greatly enhance the communication.
-If the most expensive is offered to the poorest as first option the patient will in embarrassment immediately switch offgiven alternatives with a choice of cost will always provide the patient with the upper hand of self choice.-A very important point that is lost to the business man intent on high profit sales volume"
